Profiling the health & health improvement of a rural community in China : a health study of Gezhangla Village, subject of a Village Adoption Project in Yunnan, China by Deloitte 德勤 et al.
Lingnan University
Digital Commons @ Lingnan University
OSL Book / Book Chapter / Manual 書刊 / 文章 /
教材冊
Office of Service-Learning 服務研習處
2011
Profiling the health & health improvement of a
rural community in China : a health study of
Gezhangla Village, subject of a Village Adoption
Project in Yunnan, China
Deloitte 德勤
Office of Service-Learning, Lingnan University
Asia-Pacific Institute of Ageing Studies, Lingnan University
Follow this and additional works at: http://commons.ln.edu.hk/osl_book
Part of the Service Learning Commons
This Book is brought to you for free and open access by the Office of Service-Learning 服務研習處 at Digital Commons @ Lingnan University. It has
been accepted for inclusion in OSL Book / Book Chapter / Manual 書刊 / 文章 / 教材冊 by an authorized administrator of Digital Commons @
Lingnan University.
Recommended Citation
Deloitte, Office of Service-Learning, & Asia-Pacific Institute of Ageing Studies, Lingnan University (2011). Profiling the health &
health improvement of a rural community in China: A health study of Gezhangla Village, subject of a Village Adoption Project in
Yunnan, China. Hong Kong: Lingnan University.
A health study of
Gezhangla Village, subject of 
a Village Adoption Project in 
Yunnan, China
Profiling the health & 
health improvement
of a rural
community
in China
Asia-Pacific
Institute of Ageing Studies, 
Lingnan University

Background
A Village Adoption Project in Yunnan, China
The Village Adoption Project in Yunnan, China (hereafter ‘the 
Project’) is co-organised by Deloitte China (Hong Kong) and 
the Office of Service-Learning, Lingnan University. One of the 
key objectives of the Project is the sustainability of the ethnicity 
and community of the village. This includes the conservating 
the special attributes of the local culture as well as assisting 
the necessary advancements in public education, health and 
economic development as well as that of the environment 
and sustainable development which are the cornerstones of a 
community’s longevity.
The project was initiated in 2007 for a period of three years up 
to 2010. A 3-year plan was developed to study and assist the 
community's needs in the areas of education, health and the 
economy. In 2008/09 (the second year), the project collaborated 
with the Asia-Pacific Institute of Ageing Studies of Lingnan 
University to conduct a health profile study in the village 
encompassing the health conditions of the village community 
and the Primary Health Care system of the village.
Deloitte China 
Deloitte China provides audit, tax, consulting and financial 
advisory services in the Chinese Mainland, Hong Kong SAR 
and Macau SAR, with over 8,000 people in 14 offices including 
Beijing, Chongqing, Dalian, Guangzhou, Hangzhou, Hong Kong, 
Macau, Nanjing, Shanghai, Shenzhen, Suzhou, Tianjin, Wuhan 
and Xiamen. Its legal entities are members of Deloitte Touche 
Tohmatsu (Swiss Verein). Corporate social responsibility is an 
integral part of Deloitte China's business model and the firm is 
committed to reinvesting an appropriate portion of the firm's 
knowledge, skills and resources into helping the underserved in 
China. 
Office of Service-Learning, Lingnan University
Office of Service-Learning is one of the academic-based 
centres of Lingnan University, which aims at providing diverse 
opportunities for students to experience the world and 
contribute to the society. Service-Learning is a pedagogy 
actualising the long-standing motto of the Lingnan University, 
‘Education for Service’. It seeks to vitalise the University-
community link in which students can find fulfillment in 
academic pursuit and serve those in need. Learning through 
serving also facilitates students’ lifelong commitment.
Asia-Pacific Institute of Ageing Studies, Lingnan 
University
Asia-Pacific Institute of Ageing Studies is a University-wide 
institute whose mission is to facilitate and develop research in 
humanities, inter-generation and gerontology in Hong Kong 
and the Asia-Pacific region. Its focus is knowledge acquisition 
through national and world-wide exposure, aiming at 
equipping University staff and students with broad intelligence 
and social issues awareness necessary to serve society. 
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Executive Summary
Background to the Study
The World Health Organization (WHO) has re-addressed 
the indispensability of Primary Health Care (PHC) reform 
in its 2008 annual report to cope with the volatile health 
needs of the world. Similarly aligned, the PRC government 
recently proposed a series of health-specific policies and 
actions in its rural regions with the objective of providing 
pertinent services and systems to improve resisdents' 
health conditions. 
Scope of the Health Study
This study documents the community health profile of 
Gezhangla Village by identifying the health status of the 
residents, assessing their health needs and understanding 
the PHC systems of the village. It aims to assist PHC 
strategic planning by identifying the gaps between the 
current system and the actual needs of Gezhangla’s 
residents. 
The Health Study adopted the approach of the World 
Health Survey (WHS) by WHO, with on-site examinations 
and face-to-face validation. 172 successful samples were 
collected.
Summary of findings
The study shows  that the health of the villagers are 
affected by social, infrastructure and economic issues.
Data indicated that gender and age were the significant 
factors contributing to the poor health state of the 
villagers. A more comprehensive health care programme 
comprising of health talks, access to PHC Limited for more 
information, affordable charges and the like will have to be 
implemented  to improve the overall health status of the 
villagers.
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Part I: Introduction
Health state is one of the major indicators 
of a country’s socio-economic growth and 
the quality of life of its population. China 
has recently placed special emphasis on 
improving citizens’ health conditions, 
healthcare system and services by 
implementing health-specific policies and 
actions. Yet, the advancement in health is 
uneven distributed within the country due 
to inter-regional income and infrastructural 
disparity between urban and rural 
communities. 
This study explores the health condition of 
the Gezhangla Village in Yunnan Province 
through generating a health profile of 
the villagers. The health profile depicts 
the village’s socio-demographic features, 
environmental and individual risk factors 
and the responsiveness and coverage of 
the healthcare system. The results are being 
used to assess the health needs of the 
villagers, and to facilitate the authorities to 
provide well-suited health promotion and 
monitor the health outputs.
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Urban-Rural Disparity of Health in China
55% of China's population still live in rural areas compared to 
7% from the US. As such, the healthcare system and services 
available in the rural areas are insufficient and has a large impact 
in China.
China recorded a 9.4% increase in GDP in 2008 (World Bank, 
2008) and a 6.1% increase in 2009 even at the global economic 
downturn period (National Bureau of Statistics of China, 2009). 
While these figures indicate improved living standards and 
consuming power, the record in the Gini-coefficient for China 
increased from 0.35 in 1996 to 0.415 in 2005 (United Nations, 
2005). The income gap between the low (ie the rural) and high 
(ie the urban) income groups is widening.  
The PRC government’s spending on rural health, expressed in 
a share of GDP, is around only 1.9%, which is less than some 
other countries; the delivery of rural health programs is directly 
affected by this jot of expenditure to its large number of rural 
residents. The urban-rural disparity in aspects of healthcare 
spending, resource allocation and distribution of facilities varies 
disproportionately. Rapid economic growth is not benefiting 
health amelioration in rural China at the same pace. An issue of 
the Health Report of China showed that malnutrition of children 
was still common in rural areas, while conversely many urban 
children now suffer from the effects of over-nutrition.
Health in Rural China
People in rural China earning their living mostly through 
labor intensive agricultural activities gain little benefit 
from the advanced technologies of the modern world. 
Relatively low productivity and income have accelerated the 
impoverishment in the region. In general, the benefits of the 
social advancements in urban areas are not widely permeating 
to or benefiting directly to the rural areas of China. With the 
elimination of the collective system in China in the 1980s, rural 
villagers no longer benefit from the health clinics and doctors 
supported by communal funds. Instead the system has shifted 
toward market-oriented private healthcare services which 
require villagers to pay for themselves. As many cannot afford 
to pay for such services, the quality of health services is still 
immature in rural areas. 
The healthcare systems and services in under-developed 
villages are extremely primitive due to limited resources, 
inadequate education, and poor supervision of service 
assurance. Likewise, because of the incomprehensive coverage 
and provision of the service compared with urban areas, 
health education and epidemic control in rural areas are more 
susceptible to elimination during times of budget cuts. Lacking 
awareness and knowledge of personal and public hygiene, 
rural residents run a much higher risks of being disease-carriers 
and falling victim to epidemic outbreaks and communicable 
diseases.
Policies
In recent years, the PRC government has been trying to tackle 
the problem. The coverage of healthcare services and systems 
has extended through the increase of healthcare infrastructure 
and extensive protection system. 40% of the country’s counties 
will be covered by the New Cooperative Medical Scheme. 
Coverage reached 80% in 2008, at which time almost 100% 
of rural villages were covered (Irish Medical Times, 2006). In 
addition, China will launch new community-based healthcare 
programs to address rural healthcare challenges, by spending 
RMB20 billion on improving medical infrastructure in the rural 
areas in the upcoming five years, as stated by the Chinese 
Premier Wen Jia-bao. 
In alignment with the United Nations on Human Rights, the 
announcement of the first National Human Rights Action Plan 
of China undertakes to enable all rural residents to be covered 
by the new rural cooperative medical services. Participants’ 
allowance will be increased to RMB120 per capita annually. 
Hospitals, community health service centers and stations will 
be built or renovated in county, city and township levels (China.
Org.CN, 2009). The government is stimulating plans to improve 
the economy and social well-being of rural residents, especially 
farmers.
In the Country’s Basic Public Hygiene Services, it states that 
China will construct a united resident health profile database 
in a stepwise approach, commenced in 2009 by identifying 
different regional features and specific health conditions. 
With this database, the PRC government will be able to utilise 
resources more wisely and effectively. This initiative lays a strong 
foundation to promote long-term health development.
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Research Objectives
This study aims to 
identify the health status of residents in Gezhangla Village; 1) 
assess the health needs of the villagers;2) 
explore the factors influencing the needs of primary health 3) 
care; and
project the health needs of the citizens and what an effective 4) 
health system should encompass.
Selection of site
Background of Yunnan Province
China, a heterogeneous country, is made up of diverse and 
endemic ethnic minorities with over 100 million people 
(National Bureau of Statistics of China, 2008). Many of these 
ethnic minorities are located in remote areas. Due to the relative 
remoten locations, very few studies have been conducted in 
the places where ethnic minorities live, including studies on the 
residents’ health condition. 
Yunnan is a highland province located in southwestern China 
with hilly terrain, resulting in diversity of latitude and climatic 
variations. Because of its mountainous terrain features, farmland 
only accounts for a small part of the total territory (UNESCAP, 
n.d.). Yunnan province is demarcated by different administrative 
divisions: 16 prefecture-level divisions (e.g. Kunming), 129 
county-level divisions (e.g. Wuding) and 1,455 township-level 
divisions (Gaoqiao). Many villages and hamlets are located 
within the townships, and consist of various China ethnic 
minorities. 
Gezhangla Village in Kunming (the capital of Yunnan Province) 
was selected as the field project due to its reachable location 
and purity of samples (i.e. identified ethnic minority groups). The 
features are listed below:
Physical Geographical Characteristics 
Gezhangla Village is a village located in the Northwest part 
of Gaoqiao of Kunming, seated over 3,000 meters above sea 
level. It is 65 kilometers away from the central county (Wuding) 
with an accessible road constructed by flattened macadam 
and mud. The settlements of the village are clustered and 
centralised. These unique geographical characteristics facilitate 
the data collection process and increase the feasibility of on-site 
interviews while the residents' access to health care system and 
services is still typical. 580 acreages of farmland are terraced on 
upland and hillside and are mainly used for tobacco, corn and 
wheat plantings.
Map of Xijula Village
Gezhangla Village
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Demographics
The village is predominately made up of the Yi (彝) minority. 
However, with the influx of other ethnicities, the population is now 
mixed with Han (漢) and other ethnicities (10%) like Jinpo (景頗) 
and Lisu (僳僳). Villagers speak in local dialects but are able to 
communicate in Putonghua. 
The total population is approximately 450 individuals in roughly 
98 household units, which are grouped into 3 (Gezhangla) 
hamlets according to their locations. 
Collaboration 
The Yunnan local government and Wuding administration 
division support for the study by paving the way for the study 
team to liaise with the village cadres, who opened up access to 
the village and assisted in arranging the research protocol.
Terrace fields of Gezhangla Village
Environment of Gezhangla Village
Wheat cropping 
Overview of the structure of Gezhangla Village
Table 1: Socio-geographic Details of Gezhangla Village
Location Gezhangla Village, Xijula, Shalata, Gaoqiao, Wuding, 
Kunming, Yilan county, Yunnan Province, China 
(中國雲南省宜蘭縣昆明市武定縣高橋鎮石
臘它鄉西菊拉村格章拉自然村)
Population size approximately 450 people
Ethnicities Yi (~60%), Han (~30%) and other ethnicities (~10%)
Village 
structure
Consists of 3 hamlets (Gezhangla 1, Gezhangla 2 and 
Gezhangla 3) 
Crops Tobacco, corn, wheat and vegetables
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Part II:
Literature Review
This section sets out the literature sources 
in constructing the Gezhangla Health Study, 
including the description of the current 
primary healthcare concept and systems, 
health traditions and concepts of the Yi 
tribe and the relevance of the health profile 
in the global arena.
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Definition of Primary Health Care
The World Health Report 2008 of the World Health Organisation 
(WHO) addresses the indispensability and necessary direction 
for the system reform of Primary Health Care (hereafter, PHC) 
to cope with the volatile health needs of a fast changing world. 
The values of the PHC system are fundamentally based on the 
Declaration of Alma-Ata.
“essential health care based on practical, 
scientifically sound and socially 
acceptable methods and technology 
made universally accessible to individuals 
and families in the community through 
their full participation and at a cost 
that the community and the country 
can afford to maintain at every stage of 
their development in the spirit of self-
determination.”
(WHO & UNICEF, the Alma-Ata Declaration, 
1978)
The Report highlights the failures resulted in the inability to 
meet adequately increasing awareness of healthcare and 
demand for health services. 
The inequality of obtaining basic healthcare is a common 
phenomenon. Developing countries are still relative novices 
in providing citizens with primary care. They have many 
fundamental problems on healthcare issues that need to be 
addressed and which can only be effectively improved by 
installation or improving efficacy of PHC. 
Intergenerational impoverishment, especially in the remote 
areas of developing countries has prevented the poor from 
accessing basic healthcare services like general diagnosis and 
medicine provision. Restricted by the insufficient resources and 
fiscal support, remote regions of developing countries lack the 
budgets to improve the PHC system, establish a healthcare 
network, and self-sustain the services and systems. Often, the 
PHC system is partially constructed or fails to administer basic 
functions such as providing proper guidance and coordinating 
healing processes for patients. The World Health Report 2008 
critically mentioned how primary care is oversimplified on 
many fronts in resource-constrained settings. The points are 
summarised and tabulated as follows.
Table 2: Comparison of Primary Care between well-resourced and resources-constrained contexts 
Features Primary Care definition in well-
resourced contexts
Primary Care definition in resource- 
constrained settings
Place for health problems solving People can bring a wide range of health 
problems
Deal with a few “priority diseases” only
Guidance for patients Like a hub to guide patients through the 
health system
Reduced to a stand-alone health post or 
isolated community-health workers
Relations between patients and 
clinicians
Ongoing relationships, patients participate 
in decision-making about their health and 
health care
One-way delivery channel for priority health 
interventions
Disease prevention and health 
promotion
Opens opportunities for both as well as 
early detection of disease
Promotions only about treating common 
ailments
Profession Requires team of professionals: physicians, 
nurse practitioners, and assistants with 
specific and sophisticated biomedical and 
social skills
Synonymous with low-tech, 
non-professional care for the rural poor who 
cannot afford any better
Investment Requires adequate resources and 
investment, provide much better value for 
money than its alternatives
To be financed through out-of-pocket 
payments that it is cheap and the poor 
should be able to afford it (WHO, 2008)
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The health and healthcare system of the Yi ethnic minority
The concept of health held by the Yi people is simple, 
influenced by their religious and supernatural beliefs, and 
perpetuated through cohorts, not through means of formal 
education. Their cognition of disease and healing methods is 
profoundly related to their ethnic tradition and religion. In 2003, 
Bamoayi conducted a study on the beliefs and perceptions 
of disease of the Yi people in Liangshan via field study and 
literature reviews. The supernatural origins of medical treatment 
and diseases are categorised and portrayed in detail in his work. 
He found that ritual treatment is one of the methods to heal 
illness, and that these ritual “medical activities/practices” are still 
practised in Liangshan Yi minority. 
Erik A. Mueggler in his ethnographic dissertation (1996) 
interviewed and accompanied one Yi community doctor 
to document the processes used to prevent unwanted 
pregnancies. The processes for female sterilisation included 
insertion of intra-uterine devices in women and “tubal 
ligation”. Graphic descriptions were provided with anatomical 
problems and severe pains women experienced. Due mainly 
to their perceived inferior socio-cultural status, women could 
neither voice out their concerns nor refuse to take the surgery. 
Irrespective of gender, the conditions and processes of health-
related surgical operations are simplistic and inhumane. 
Folklore based treatment has been passed on generation by 
generation in Yi tradition (Bamoayi, 2003). It is possible that the 
description of the condition may have been exaggerated by 
Mueggler’s personal perceptions of the Yi tradition, however his 
documentation should be taken into consideration. 
The influx of westernised healthcare concept and practices in 
the late 1990s have given residents in rural villages an option 
of adopting either the traditional mode of folk treatment or 
western methods, (i.e. external or traditional). According to Liu 
(2001), both practices co-exist in rural villages.
The Yi healthcare system is described by Liu in Yi of Southwest 
China (2001) who anthropologically investigates various 
aspects of Yi society. Harrell summarises Liu’s findings as “the 
lack of change in and the persistence of traditional healers, ...Liu 
emphasises that Yi people do not choose one mode of therapy 
or another simply for reasons of tradition or ethnic loyalty. They 
perceive both kinds of therapies to be efficacious in different 
ways and choose one or both according to their particular 
circumstances. In such a situation, for the foreseeable future 
modern medicine and folk therapies will continue to exist side 
by side in Yi areas” (Harrell 16-17). 
Health Profile Conceptualisation and Implementation
The methodology and instruments adopted in our Health Study 
were extracted from the World Health Survey (WHS) of the WHO 
which has extensive experience studying the health profiles 
of various cities and countries. The World Health Organisation 
Statistics Information System (WHOSIS) is a database containing 
more than 70 indicators, depicting and recording 193 countries’ 
core health parameters and statistics. 
WHS is widely used among WHO Member States for gathering 
detailed health information on citizens. The WHS is a set of 
standard survey procedures and guidelines, as well as quality 
assurance protocols (WHO - WHS, 2002; Ustun et al., 2002). 
It has been developed from scientific literature reviews and 
consultation with experts, as well as many large-scale pilot tests, 
with the objective of providing a valid and reliable instrument 
to monitor help health outputs and results.
In WHS, various modules and corresponding indicators are used 
to study the health condition of a community. The modules can 
be flexibly selected and created according to its need. 
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Part III: 
Methodology
To create a comprehensive health profile of 
the Yi tribe village. 
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Sample
The study covered the total population of the village. The 
study team was given a master list of households, totalling 
97 households and 422 individuals. Samples were drawn 
by employing cluster sampling, starting with hamlet, then 
households and finally, individuals. Those below 18 years of age 
or from adjacent villages were excluded.
Table 3: Key statistics of the territory sample
Key sample statistics Number %
Population of the village 422
Non-eligible population* 100
Target sample 322
Gross sample 179 100
Non response (due to health/
cultural reasons**)
7 3.9
Net sample 172 96.1
*An approximate number of residents who aged below 18 (provided by the village 
leader)
**Health problems (stroke, deaf and dumb):5; Cultural difference (language barrier):2
Instrument Development
The study adopted a quantitative approach by undertaking 
face-to-face interviews with Gezhangla villagers that fit the 
survey criteria. Interviewers were trained to use the short 
version of the WHS as our survey instrument, which has been 
reviewed by the steering group and an on-site pilot test 
conducted. The villagers’ living environment and relevant risk 
factors were also photographically recorded.
The questionnaire was mainly replicated from the short version 
of the WHS. It covered questions in five modules: Socio-
demographic characteristics, Health State Description, Health 
System Coverage, Health System Responsiveness and (WHS - 
Long version) Risk Factors. Relevant taking into consideration 
cultural factors and the actual site conditions.
The profile consists of four components: 1) Socio-demographic 
and cultural characteristics, 2) Health state description, 3) Risk 
factors and 4) Health systems. The components are shown in 
Chart 1.
Chart 1: Health Profile (of Gezhangla Village) Components
Socio-demographic, culture characteristics
Age •
Gender •
Minority group •
Income •
Occupation •
Risk factors
Individual •
Environmental •
Health state description
Health systems
Structure •
Resource •
Responsiveness •
Coverage •
Health profile of 
Gezhangla Village
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Translation
The translation works were conducted by the researchers at 
APIAS but since the original instrument is in English, the team 
had to ensure the translation reflects an accurate recording of 
the findings. A steering group comprising of registered nurses, 
health-care specified professors and healthcare practitioners 
would review the translation works.  To ensure consistency, 
accuracy and avoid ambiguities, the Yunnan University students 
also performed a due diligence check.
Adjustments in the final version of questionnaire
Taking into consideration the villagers' lifestyle and time 
available for the survey, a pilot run of the questionnaire was 
conducted to ensure the interview duration was sufficient 
and also reinforce the modules and questions selected were 
appropriate for the survey.
Several additional indicators (refer to Table 4) which specifically 
addressed the actual health circumstances of the village were 
added to the final questionnaire.
Table 4: Addition of indicators after the pilot test
Module Additional Indicator
Health State Description Geriatric Depression Scale 
(GDS – 4)
Health System - Coverage Key physical syndromes •
Cognitive impairment •
Risk factors Environmental risk factors - 
waste disposal
1) Addition of 4-ltem Geriatric Depression Scale
This scale was added in the final questionnaire to analyse 
the prevalence of elderly depression in the rural region, 
targeting elders aged 60 or above. It is a widely-used scale for 
preliminarily screening major depression in the elderly. We used 
a simplified version because of its sensitivity and specificity, 
which can be used in identifying and excluding depressive 
cases respectively. 
2) Addition of key physical syndromes and cognitive impairment 
This aimed to evaluate the coverage of the health system for 
key physical syndromes and cognition, by means of looking at 
self-reported data relating to basic health conditions. 
3) Addition of environmental risk factors – waste disposal 
This addressed the special conditions of the village regarding 
waste disposal to ascertain the impact of the environment on 
public hygiene and villagers’ health.
Data Collection
Procedure
The data was collected by on-site face-to-face interviews 
conducted by 8 sub-teams of trained interviewers. Each team 
consisted of 3-4 members. Given a checklist of master names 
and corresponding addresses, each team was randomly 
assigned a group of households and a village representative, 
who was responsible for navigation. Female villagers were 
interviewed by female interviewers to avoid embarrassment in 
answering women’s health questions.
Interview training
The interview team consisted of Chinese people from various 
locations in China e.g. Hong Kong, Shenzhen, Beijing, Shanghai, 
etc. All interviewers completed a half-day general training1 on 
the survey questions and guidelines. An interviewer Kit was 
given to each interviewer. 
Quality assurance
It took us 1.5 days to complete the interviews.  Briefing sessions 
were held in the morning before the teams set out for the 
interview.  Interview procedures were reviewed by the chief 
researcher who would provide guidance where appropriate.  
At the end of the interview, the questionnaires were collected 
by the chief researcher and supporting staff to clarify any 
ambiguous and unclear data. 
1 All interviewers of WHS are required to have a 3-hour training and read through the  
 instructions.
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Data processing
The data were processed by SPSS version 11.5, which was used 
in generating both the descriptive and inferential statistics. 
Correlation between socio-demographic characteristics and 
self-rated health conditions was computed by the use of the 
Chi-square test. 
Limitations of the study
Representation 
Some villagers were omitted from the survey as they were 
working in the farms and not at home during the interview 
period. However, the data we collected was a fair representation 
of the villagers' health condition.
Generalisation
While the selected village is a typical rural village in China, it 
does not represent the health conditions in China as a whole.  
However, the survey can be used as a model for other rural 
villages to conduct similar health profile studies to monitor the 
health status of the community.
16
Part IV:
Findings and analysis
The following section provides an analysis 
of the health profile of the village based 
on the data collected and validated by the 
interviewers. An overview of the village, 
taking into account the socio-demographic 
characteristics, more in-depth health state 
description and corresponding risk factors 
(individual and environmental) will be 
provided. The health profile concludes 
with an assessment of the coverage and 
responsiveness of the health system. 
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We completed interviews for 172 adult villagers aged 18 or 
above. The tables and figures below reflect the findings of the 
interviews.
Socio-demographic Characteristics 
This section presents the demography and social features of the 
village, including gender, age, villagers’ marital status, education 
level, ethnic minority, occupation and hamlet distribution.
Gender
The survey sample consisted of 53% women and 47% men.  
The slightly higher female representation was because some of 
the men were working at the fields during day time when the 
interview was conducted.  However, the data collected is a true 
reflection of the current status.
Table 5: Socio-demographic characteristics of the 
respondents - Gender
Gender Number %
Male 81 47.1
Female 91 52.9
Total 172 100
Age Group
58% of the respondents were ages 30 to 49, the largest group 
within the sample. The oldest respondent was 84 whereas the 
youngest was 18. The average age was 43 (S.D. = 13.78). 
Table 6: Socio-demographic characteristics of the 
respondents - Age Group
Age 
group
Male
Number
Female
Number
Total
Number %
18-19 3 5 8 4.8
20-29 8 12 20 11.6
30-39 21 20 41 23.8
40-49 30 29 59 34.3
50-59 10 10 20 11.6
60-69 3 6 9 5.2
70+ 6 9 15 8.7
Total 81 91 172 100
Mean = 43.01 S.D. = 13.78
Marital Status
Most of the respondents were married (89%); only 11% were 
single, divorced, or widowed. Married women usually lived 
with their husbands, and their registered residences were 
accordingly transferred.
Table 7: Socio-demographic characteristics of the 
respondents - Marital Status
Marital 
status
Male
Number
Female
Number
Total
Number %
Single 7 3 10 5.8
Married 71 82 153 89.0
Divorced 3 0 3 1.7
Widowed 0 6 6 3.5
Total 81 91 172 100
Education Level
76% of the respondents had completed primary and junior 
secondary education while 20% were illiterate. Due to logistical 
and financial problems. 1 % were found to be of tertiary 
education.
Table 8: Socio-demographic characteristics of the 
respondents: Education Level
Education Male
Number
Female
Number
Total
Number %
Uneducated 6 29 35 20.3
Primary 28 40 68 39.5
Junior 
secondary
41 21 62 36.0
Senior 
secondary
4 1 5 2.9
Teritary of 
above
2 0 2 1.2
Total 81 91 172 100
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Ethnic Minority Profile
The Yi was the dominant tribe in the village; 70% of the 
respondents were of Yi ethnicity. The Han community 
comprised 26% of the total sample, and the remaining 4% were 
Yunnan-based ethnic minority groups including Jinpo, Lisu, 
Miao (苗), Hali (哈尼). The cultural influences of the Yi still prevail 
in the village, such as dance and ballads. 
Table 9: Socio-demographic characteristics of the 
respondents - Ethnic Minority Group
Ethic 
munority 
group
Male
Number
Female
Number
Total
Number %
Yi 53 64 117 69.2
Han 28 16 44 26.0
Other 0 8 8 4.7
Total 81 88 169 100
Missing 0 3 3
The villagers welcome guests with traditional songs and alcohol
Yi children wearing traditional costumes
Occupation
China relies heavily on primary industry and Gezhangla 
is typical. 88% of the respondents own farmland in the 
mountainous regions. There is no gender-based division of 
labour, and men and women share farming duties. Although a 
few women (13%) are housekeepers, they still have to work in 
the farms.
Table 10: Socio-demographic characteristics of the 
respondents - Occupation
Occupation Male
Number
Female
Number
Total
Number %
Farmer 73 78 151 87.8
Clerical 1 0 1 0.6
Technical/
manual 
labour
1 0 1 0.6
Army force 0 0 0 0
Housekeeper 1 12 13 7.5
Student 1 1 2 1.2
Retiree 1 0 1 0.6
N/A 3 0 3 1.7
Total 81 91 172 100
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Hamlet clustering 
The village is made up of three natural hamlets, namely 
Gezhangla hamlet 1 (“Yi Zu”), Gezhangla hamlet 2 (“Er Zu”) and 
Gezhangla hamlet 3 (“San Zu”). They were formed by grouping 
the households that are located close to each other. 
Table 11: Socio-demographic characteristics of the 
respondents - Hamlet
Hamlet
1 72 41.9
2 58 33.7
3 42 24.4
Total 172 100
Household Size 
Rural villages in China are exempted from the “one-child 
policy”, and each household can have a maximum of two 
children. Table 12 shows that households with 4-6 members 
accounted for 79% of the sample population, and the average 
household size was 4.6. This extension in number (normally 4 in 
a household: parents with 2 children) reflects the situation that 
grandparents are living in the same household.
One of the bigger households
Typical sitting room
Table 12: Household Size
Household size Number
(N = 86)
%
1 3 3.5
2 0 0.0
3 11 12.8
4 27 31.4
5 22 25.6
6 19 22.1
7 4 4.6
Total 86 100
Mean = 4.6
Annual Household Income 
More than 65% of the households had an annual income of 
RMB5,000, and the mean of household income was RMB5,890.2 
in the village. Tobacco trading is the main source of income. 
Given the aforementioned average household size, the average 
annual income per capita is RMB1,280.5. However, 13% of the 
households earned less than RMB2,000 a year, and 6 households 
are below the absolute poverty line (annual earning under 
RMB1,000 ) with the poorest household generating an annual 
income of only RMB100. 
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Table 13: Annual Household Income 
Annual household 
income (RMB ¥)
Number
(N = 86)
%
2,000 or below 11 12.8
2,001 - 5,000 17 19.8
5,001 - 8,000 26 30.2
8,001 above 32 37.2
Total 86 100
Health State Description 
An overview of the health conditions of the villagers and a 
baseline of their health status for future comparative study is 
provided below. The data was derived from the self-reported 
health state description covering physical health, mental state, 
cognitive function and social relations of the villagers. Data 
comparison with the WHS Report of China is also drawn in this 
section.
Self-rated health condition 
As shown in Table 14, 43% of the villagers rated their own health 
conditions as either ‘good’ to ‘excellent’; 41% rated themselves 
as ‘average’; and 16% rated their health as ‘poor’. Generally, the 
villagers had a positive attitude toward their self-assessed health 
condition. 
Table 14: Health state description of the respondents - 
General Health
Self-rated health 
condition indicator
Number %
Excellent 5 2.9
Very good 33 19.2
Good 36 20.9
Average 71 41.3
Poor 27 15.7
Total 172 100
Physical Health (Mobility, Pain, Sleep and Energy)
60% of the villagers responded that they have never had health 
problems, or needed any assistance in daily physical activities, 
whereas 14% of them indicated that they had ‘severe’ problems 
in mobility, citing unfitness for work and being home-bound as 
a result. 
Half of the respondents reported that they were experiencing 
‘average’ to ‘severe’ body pains due to manual labour (farming) 
and lack of prevention of occupational physical stress. The 
respondents said that the pain was adversely affecting their 
performance of daily activities and physical tasks.
While 57% of the villagers have never had sleeping problems  or 
energy levels, 43% reported having difficulties, and 18% of these 
rated their problems as ‘severe’. As expected, poor sleep quality 
and low energy levels further debilitate their health of and 
ability to perform manual work. 
Table 15: Health state description of the respondents - 
Mobility, Pain, Sleep and Energy
Problems 
with
Mobility Physical 
health
Steep and 
energy
Number % Number % Number %
Never 103 59.9 68 39.5 98 57.0
Seldom 7 4.1 11 6.4 15 8.7
Average 36 20.9 51 29.7 23 13.4
Severe 24 14.0 35 20.3 31 18.0
Extreme 2 1.2 7 4.1 5 2.9
Total 172 100 172 100 172 100
Cognitive Function (Cognition)
62% of the villagers have never had any difficulties in memory 
and concentration. However, 10.5% of the villagers reported 
problems in cognitive function ranging from ‘severe’ to 
'extreme'[reblam5].
Table 16: Health state description of the respondents - 
Cognition
Problem with Cognition
Number
%
Never 107 62.2
Seldom 16 9.3
Average 31 18.0
Severe 16 9.3
Extreme 2 1.2
Total 172 100
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Mental State (Problem of “feeling sad, low or depressed”)
The majority of the villagers did not have major problems with 
“feeling sad, low or depressed”. However 9.3% admitted they 
encountered to 'severe' to 'extreme' feelings of sadness and 
depression. These feelings may well be related to a perception 
of lack of positive prospects for their future.
Table 17: Health state description of the respondents - Mental 
State
Problem 
with
Feeling sad, low or depressed
Number
%
Never 97 56.4
Seldom 21 12.2
Average 38 22.1
Severe 13 7.6
Extreme 3 1.7
Total 172 100
Self-care
Most villagers (87%) were able to do self-care tasks (e.g. eating, 
bathing, and cleaning) without any difficulties. 
Table 18: Health state description of the respondents - 
Self-care
Problem 
with
Self-care
Number
%
Never 149 86.6
Seldom 6 3.5
Average 13 7.6
Severe 4 2.3
Extreme 0 0.0
Total 172 100
Interpersonal Activities
Most of the villagers are socially integrated, with 85% of the 
respondents reporting that they had never experienced 
any problems with interpersonal activities such as joining 
community gathering and events.
Table 19: Health state description of the respondents - 
Interpersonal Activities
Problem 
with
Interpersonal Activities
Number
%
Never 144 84.7
Seldom 6 3.5
Average 16 9.4
Severe 2 1.2
Extreme 2 1.2
Total 170 100
Missing 2
Summary
The survey results indicate that the health condition of the 
villagers is basically satisfied without emergent health hazards. 
They are able to perform daily activities, work and maintain fairly 
positive lives. However, when compared with the corresponding 
figures (health state description) for rural areas from the WHS 
Report of China, differences were discovered in the physical and 
mental states between villagers of Gezhangla and general rural 
China (WHO – WHS, 2002). A higher proportion of Gezhangla 
villagers reported some degree of problems with mobility (40%), 
pain (60%) and sleep (43%) compared to the incidence rates of 
general rural China of mobility (26%), pain (32%), sleep (28%) 
respectively. The highest discrepancy was pain problems which 
will be examined more closely in Section V.
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Risk Factors
This section focus on individual risk factors such as smoking, 
alcohol consumption, physical activities and nutrition, and 
environmental risk factors such as water, sanitation and wastage 
disposal. The WHS Report of China is used as the benchmark.
Individual Risk Factors
Smoking and Alcohol consumption
Due to tobacco manufacturing and the consumption of 
alcoholic beverages, men are more inclined to smoking (69%) 
and drinking (37%).  
Table 20: Individual risk factors: Smoking and Alcohol 
Consumption
Male
(Number 
= 81)
Female
(Number 
= 91)
Total
(Number 
= 172)
Number Number Number %
Smoking Yes 56 6 62 36.0
No 25 85 110 64.0
Total 81 91 172 100
Alcohol 
consumption
Yes 30 6 36 20.9
Yes, 
in the 
past
11 2 13 7.6
Never 40 83 123 71.5
Total 81 91 172 100
76% of the villagers (both men and women) exercise on a daily 
basis with 50% performing agricultural tasks for more than 8 
hours per day.
Table 21: Individual risk factors: Physical Activities 
Physical 
Activities
Male
(Number
= 81)
Female
(Number
= 91)
Total
(Number = 172)
Number Number Number %
Per week No 6 16 22 12.8
1 - 2 2 3 5 2.9
3 - 4 3 3 6 3.5
5 - 6 4 4 8 4.7
Everyday 66 65 131 76.1
Total 81 91 172 100
Hour per 
day
≤1 7 10 17 9.9
2 - 3 0 3 3 1.7
4 - 5 5 20 25 14.5
6 - 7 23 17 40 23.3
≥8 46 41 87 50.6
Total 81 91 172 100
Tobacco Smoke house
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Nutrition 
On a daily basis, nearly 90% of the villagers consume two 
servings of vegetables but 83% do not consume fruit daily. 
Planting vegetables is relatively economical to the villagers, 
whereas fruits need a longer period for maturity and are more 
seasonal, so fruit crops are significantly lower compared to 
vegetables crops. 
Villagers do not consume meat or livestock on a daily basis. 
Livestock and poultry have high productivity value and are thus 
reserved for celebratory occasions. Pork oil, which has a high 
lipid level and unhealthy cholesterol, is widely used for cooking 
in the village. 
Table 22: Daily frequency of nutrition consumption
Nutrition
Fruits Vegetable
Number % Number %
<1 time 142 82.6 4 2.0
1 time 17 9.8 7 4.4
2 times 13 7.6 154 89.5
3 times 0 0.0 2 1.2
>3 times 0 0.0 5 2.9
Total 172 100 172 100
Vegetable (leaf mustard)
Potato
Red bean soup
Summary
With regard to individual risk factors, the incidence rates of 
smokers (36%) and alcohol drinkers (29%) were similar to those 
of general rural China from the WHS Report of China, which 
found a smoking incidence rate of 32% and life time alcohol 
drinker of 31% respectively (WHO –WHS, 2002). Tobacco 
manufacturing is the main source of livelihood for the villagers 
because it is more profitable than other crops. However, there 
are definite health trade-offs. The baking process of raw tobacco 
produces large amounts of poisonous fumes that damage 
the respiratory system and are inhaled by the workers. We 
would like to facilitate the villagers to switch to other income 
generating sources that are less detrimental to their health, 
however, this has not been successful due to the profitability of 
tobacco manufacturing. 
Although every individual receives adequate food supply, there 
are nutritional deficiencies due to the limited categories of 
available food which may be detrimental to the health of the 
villagers and impede the physical growth of children.
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A typical piped water 
A Typical basic toilet
Environmental Risk Factors
Water and sanitation
Our completion of the water pipeline project in July 2008 
ensured that 99% of the households have direct fresh water 
supply and need not to travel to the water source. Access to 
drinking-water is now higher than the 61% average for rural 
China (WHO - WHS, 2002). 
However, sanitation is still inadequate in the village and not 
notably better than the average of rural China. 23% of villagers  
live without toilet facilities, whereas 56% had to flush manually 
to dispose sewage which was the most advanced method 
available in the village for disposing sewage. Uncovered latrines 
prevailed in the village without well-installed septic systems 
increasing the risk of contaiminated water from sewage and 
waste disposal.
Table 23: Environmental risk factors: Water and Sanitation
Number %
Water
Source of drinking 
water
Piped water 
through house 
connection
170 98.8
Others 2 1.2
Total 172 100
Sanitation
Type pf toilet 
facilities
Flush manually 97 56.4
Public 36 20.9
No 39 22.7
Total 172 100
Waste Disposal
There is no specified and standardised method for solid waste 
disposal. 52% of the villagers discarded their garbage on the hill, 
and 28% in public areas. 
Table 24: Environmental risk factors: Waste Disposal
Number %
Waste disposal
Way of dealing 
with home 
disposal
Disposed on hill 89 51.7
Disposed in public 
areas
48 27.9
Other 35 20.4
Total 172 100
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Health System 
The prevalence of specific health conditions and the provision of relevant interventions (diagnosis and treatment) are documented. 
This section also considers existing PHC in the village, gaps and possible solutions from the findings of the health study.
Key Physical Syndromes & Cognitive Health Impairment
The most prevalent problem was oral health and vision.
Table 25: Problems and treatment received by villagers of key physical syndromes (sight, hearing, sense of taste, smell, touch 
and skin) and cognitive impairment
Sight Hearing Sense of taste Smell Touch and skin Cognitive 
impairment
Number % Number % Number % Number % Number % Number %
Problem Yes 50 29.1 23 13.4 8 4.7 10 5.8 21 12.2 3 1.7
No 122 70.9 149 86.6 164 95.3 162 94.2 151 87.8 169 98.3
Total 172 100 172 100 172 100 172 100 172 100 172 100
Treatment Yes 9 5.2 3 1.8 2 1.2 1 0.6 6 3.5 0 0.0
No 41 23.8 20 11.6 6 3.5 9 5.2 15 8.7 3 1.7
N/A 122 71.0 149 86.6 164 95.3 162 94.2 151 87.8 169 98.3
Total 172 100 172 100 172 100 172 100 172 100 172 100
Oral Health
While 10% of the villagers suffered edentulism (loss of all 
teeth), 50% of the respondents had problems with oral health. 
However, only half of the sufferers had sought treatment from 
professionals. 
From on-site observation, adult villagers did not have routine or 
appropriate teeth-brushing habits. A common practice seemed 
to be the use of small stones in lieu of toothpaste, which 
damaged their gums and caused viral/bacterial infections. 
Table 26: Oral Health Condition
Problems with 
mouths and/or teeth
Receive medical care 
or treatment*
Number % Number %
Yes 80 46.5 43 25.0
No 92 53.5 37 21.5
N/A - - 92 53.5
Total 172 100 172 100
* Eligible only for sufferers ("Yes" respondents to the question "Problems with mouths 
and/or teeth")
Edentulism
Number %
Yes 17 9.9
No 155 90.1
Total 172 100
Visual Health
29% of villagers reported that they had sight problems, which 
was higher than other key sensory areas (>15%). They were 
mostly suffering from blurred vision and myopia, probably due 
to the high sea level of the village’s location combined with 
farming-related outdoor labour. The villagers do not use any eye 
protection against the sun and are more vulnerable to retinal 
damage from ultraviolet (UV) light. However, only 18% had 
received specialised treatment from professionals. 
Gynaecological Health Care
82 women (aged between 18 and 69) were surveyed about 
their approach to screening for breast and cervical cancer. Over 
80% of the women had never received any gynaecological 
cancer screenings, which is similar to the low rate for general 
rural China of only 21% undergoing breast examination and 
15% undergoing PAP smear test (WHO – WHS, 2002). Those 
in the village who had undergone the relevant check-up was 
over a year ago. The village women lacked awareness and 
knowledge regarding their health state and growth changes. 
Their dual roles also meant that they did not have much time 
to spare for self-health care. The health issues from gender 
inequality will be discussed further in Section V. 
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Table 27: Screenings for breast and cervical cancer*
Breast cancer Cervical cancer
Number % Number %
Yes 9 11.0 13 15.9
No 73 89.0 69 84.1
Total 82 100 82 100
* Questions only eligible for women aged 18 - 69
Mental condition of the elderlies
Table 28 presents the obtained score of GDS-4 of the elder 
villagers. 46% were scored 2 or above, which preliminarily 
indicated them with depression. They have not found activities 
to replace their manual labour after retirement. They stayed 
at home for long periods but did not receive proper physical 
or psychological care from their children or relatives. Some 
elderly interviewees said they felt lonely and that they had no 
prospects because of insufficient emotional support.
Table 28: Obtained Score of Geriatric Depression Scale-4 
(GDS-4) of the elder villagers(60+) 
GDS-4 
score+
Number
(N=24)
% Total %
0 6 25
1 7 29.2 13 54.2
2 5 20.8
3 4 16.7
4 2 8.3 11 45.8
+ Cut-off score= 2
Summary
Different health interventions are basically available for the 
villagers, catering for their health conditions and needs, 
however the gaps are in prevention, relevant diagnosis and 
treatment. Health education and promotion are inadequate. 
More attention is needed for particular health conditions 
are such as ocular, oral/dental, and women's health, as well 
as the mental health of the elderly by developing pertinent 
interventions and precaution protocol.
Responsiveness
The utilisation of the health system and its services is examined 
in this section with the objective of identifying practicable 
enhancements and more medical support for the most 
prevalent health problems of the village community. 
Pattern of the village health system and service usage
Table 29 provides details of the health system and service usage 
of the villagers. 78% of the sample had sought consultation 
with a doctor over the past year, of which 37% had done so 
in the past month. There are two options for medical advice 
and treatment. The village has a simple medical care centre 
administered by two "bare-foot" doctors, and more advanced 
or specialised medical facilities are available in Gaoqiao and 
Wuding which are about 30 minutes away from the village.
Of the 78% who had sought medical advice and treatment, 45% 
of the patients traveled to Gaoqiao or Wuding to seek diagnoses 
and treatments from doctors, 38% opted to visit the simple 
medical care centre in the village. 
Influenza was the most common illness in which 37% of the 
patients sought medical advice and treatment. Other illnesses 
were chronic diseases, body pains, and dental care.
Table 29: Pattern of health system and service usage
Number %
Time of the latest 
doctor visit
Recent 1 month 63 36.6
1 month - 1 year 71 41.3
1 year more 18 9.3
Never 20 12.8
Total 172 100
No. of doctors 
choice
1 98 57.0
2 - 4 41 23.8
More than 5 6 3.5
N/A 27 15.7
Total 172 100
Illness diagnosed Flu 63 36.6
Other 84 48.9
N/A 25 14.5
Total 172 100
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Number %
Locaion of 
medical facilities 
visited
The place of service 
provider, but not 
overnight
66 38.4
In township/town 78 45.3
Other 5 2.9
N/A 23 13.4
Total 172 100
Time needed 
to get to the 
place (road 
transportation or 
on foot?)
Below 5 minutes 21 12.2
5 - 10 minutes 34 19.8
11 - 30 minutes 15 8.7
Above 30 minutes 82 47.7
N/A 20 11.6
Total 172 100
The village health system provides villagers with basic curative 
healthcare services, for example, rudimentary diagnosis and 
medication, in the medical centre of the village with simple 
medical equipment and medicine. The centre, however, had 
limited service hours which were subject to the availability of 
the two "bare-foot" doctors. Villagers had to seek help from 
medical facilities located further away for specialised treatments. 
The health services available for the villagers are tabulated 
in Table 30 with their corresponding locations, natures, and 
number of doctors staffed,
Table 30: Levels of health services provided to Gezhangla 
villagers
Level* Location Nature Doctor-in-
service
Village Gezhangla Simple medical care 
centre (衛生所) 
2 ("bare-foot" -
1 male and 1 
female)
Township Shilata Integrated clinic 
centre (分院) 
3
Town Gaoqiao Hospital (衛生院) 56 (including 
Shilata) 
County Wuding Hospital (縣級醫療
衛生院)
-
*top four levels selected
(Information obtained from interviewing the doctor in Gaoqiao Hospital)
Table 29: Pattern of health system and service usage (Cond't) Traditional Medical Treatments
Almost half of the villagers disclosed that they usually try to 
treat their illnesses with traditional herbal medicine instead of 
seeking help from doctors. The results are shown in Table 31. 
As mentioned earlier, folk and westernised medical treatments 
co-exist in the Yi rural village. Some villagers indicated that they 
would share some informal ways of traditional medication with 
others to heal particular illnesses, for example, using herbal 
medicine 
Table 31: Inclination for other medical treatments 
Herbal Medicine Other medications
Number % Number %
Yes 84 48.9 74 43.0
No 88 51.1 98 57.0
Total 172 100 172 100
Background and participation of the New Cooperative 
Medical Scheme (NCMS) (新型農村合作醫療計劃)
The New Cooperative Medical Scheme was one of the 
health security schemes re-implemented by the PRC Central 
government in rural areas from 2001, following its collapse in 
the 1980s due to the economic reform of rural areas. During 
the 1980s, primary healthcare services in villages were no 
longer supported by the collective communal fund, therefore 
villagers had to seek medical aid from the private sector and pay 
for medical expenses. Without the guaranteed income of the 
collective communal fund, medical service providers migrated 
into other industries such as agriculture, or to other locations, 
and PHC ceased to exist in these villages. 
The government identified the challenges and problems in 
attaining healthcare services, so it re-launched the scheme with 
a wider coverage in services and higher financial subsidies.
In 2008, 92% of the village residents had joined the NCMS with 
an annual fee of RMB10 per capita. Only 8% did not participate 
due to lack of information or funds. 
Table 32: Participation of the New Cooperative Medical 
Scheme (NCMS)
Participation in the Scheme
Number %
Yes 158 91.9
No 14 8.1
Total 172 100
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Reimbursement practices of NCMS in Gezhangla village
Under the NCMS, the villagers get a higher reimbursement rate 
from using the service in the village versus services outside 
the village. Moreover, villagers are eligible for proportional 
subsidisation for some of the healthcare services which relieves 
the financial burden of the villagers as the average income per 
capita of the village (RMB1,280.5) was just slightly above the 
“standard income of impoverishment” in rural China (RMB1,196) 
in 2008 (國家統計局, 2008). 
Table 33: Reimbursement practices of NCMS in Gezhangla 
village *
NCMS - Normal 
Co-payment
NCMS - Village-level^ NCMS - Provincial 
Level#
Inpatient outpatient@ Inpatient outpatient@ Inpatient outpatient@
Reimburse 70% 30% - 40% 40% -
Co-pay 30% 70% - 60% 60% -
Notes:
*included diagnosis and medicine, excluding some special check-up and treatments 
(listed in the regulations)
^using the clinical services in Gezhangla village
#staying in hospitals rated at provincial (省級醫院)
@no follow-up claiming procedure has to be taken that fee has been deducted for 
scheme participants 
Simple medical care centre in Gezhangla village
Summary
The village healthcare facilities are not adequate to diagnose 
and treat anything other than the most basic illnesses. However, 
distance and cost are the two major barriers prohibiting 
villagers getting access to a more comprehensive healthcare 
services outside the village.
In short, PHC, defined by WHO as “socially acceptable, financially 
affordable and universally accessible to every citizen in 
communities” is not currently available.
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Part V: 
Key considerations
China is a member of the Western Pacific 
Region of the WHO. As stated in the 
Millennium Development Goals (MDG) 
of the WHO, health is one of the core 
values for development around the world. 
Related to health, are food security, gender 
equality, education and stewardship of the 
environment (WHO, 2009).
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This health profile study explores the health conditions of the Gezhangla village from a multi-dimensional perspective through 
looking at the demographic, social, economic, and ecological factors based on the WHO guidelines. 
A good basis for building a “Healthy Village”
From the results of the health profile, on-site observation, and the comparison with the partial benchmark data of the rural region 
in the WHS Report of China, villagers in Gezhangla are relatively healthy, as they are mainly assured of secure food supply, living in a 
reachable location, with sufficient and well-equipped shelters and household access to potable water through the newly installed 
safe water supply system. On the basis of all these, there is realistic potential for the villagers to successfully build up their own 
“Healthy Village” by supplementing with improved lifestyles and daily health and hygiene routines. 
The roles of preventive healthcare, personal and public hygiene
Preventive healthcare promotion, as a key part of the PHC, should be put in place. In Gezhangla village, almost 90% of the adult 
villagers perform daily manual work (like agriculture and tobacco manufacturing) that require long working hours (more than 8 
hours per day) without respite. Problems with mobility, pain, sleep and energy were significant when compared with the figures 
of the general rural China and these physical health states are directly affecting how the villagers assess their health, supported by 
statistics (Table 34).
Table 34: Correlation between Self-rated health condition and Mobility, Self-care, Pain, Cognition, Interpersonal Activities, 
Vision, Sleep and Energy and Negative effect2
Health State Indicator
Mobility Self-rated Pain Cognition Interpersonal 
activities
Vision Sleep and 
energy
Feeling sad and 
depressed
X2
Self-
rated 
health
58.57** 38.89++ 78.42++ 30.98* 25.45 26.99* 44.51++ 36.96+
++ p<0.000       +<0.005      *p<0.05
Body pain was very common among the villagers. The long hours of manual work are both physically demanding and often 
conducted without appropriate occupational safety guidance so the villagers are more prone to injuries. 
Preventive healthcare promotion is also in line with health education. As smoking is still common in the village because of the 
traditional tobacco cultivation and manufacturing industry, villagers should be educated to realise the harmfulness caused by 
smoking and other individual risks factors (e.g. alcohol abuse). This is another way to prevent the occurrence of particular diseases. 
Personal hygiene, for instance, washing hands and brushing teeth, should be stressed by education to enhance their lifestyle and 
health. There is much potential to enhance the living environment by improving public hygiene, which should be included in the 
health education for the villagers (such as sewage disposal) to construct the healthy village.
2 Pearson's Chi-square test is used to figure out the correlation between two variable,  
 which is statistically significant while p<0.05.
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Vulnerable Groups
From observation, the health conditions of women and 
the elderly were relatively poor when compared with men 
and other age groups. These were verified by looking at the 
statistical analysis of the women and old people who perceived 
themselves to be in poorer health conditions, as shown in Table 
35.
Table 35: Correlation coefficient between Self-rated health 
condition and Sex/Age
Somers’ d3
Sex^ 0.254+
Age^ 0.229++
^Self-rate health condition acts as the dependent variable 
++ p<0.000       +p<0.005
Women’s Health 
Gender inequality persists in the village and contributes to the 
poorer health condition of the women. Women have to work 
at a very young age to help sustain the household income 
by playing dual roles in farming and housekeeping under the 
patriarchal society. 
They share the farming tasks with men during the daytime. 
The division of labour in agricultural tasks seems fair in terms of 
the relative physical capability of each gender, (women usually 
take up light labour such as weeding or harvesting, while 
men perform the more labour intensive plowing and hoeing). 
However, in addition to farming, women are responsible for 
doing the household chores, for example, feeding livestock, 
taking care of children, and doing laundry. 
Woman in Gezhangla - agricultural work
Woman in Gezhangla - household work
These distinct features accounted for the poor self-rated 
health of women. They have no extra time to take care of their 
health (e.g. go for health check-ups) due to the long working 
hours. Additionally, they do not have access to specific-
health precautionary checks (Wong et al., 1995). With no 
gynaecological healthcare professionals in the village, it has 
been difficult for the women to obtain health information in the 
village with the patriarchal society and their lower education 
level. 
Attention should be paid to how gender inequality may be 
eradicated to advance the overall health condition of the village.
Elderly's Health
Rural elderly who have been left to live alone in the village by 
their children who have become labour migrants to urban areas 
has gradually increased to reach 43.9% in rural China (China 
National Committee on Ageing, 2009). This issue also exists in 
Gezhangla village, where the elderly residents are not receiving 
sufficient amount of long-term care (e.g. nursing and emotional 
support) from their children and the community.  
The oldest resident in the village was 84 but not a good health 
condition. Some elderlies were being left alone at home, with 
nothing to do and therefore a tendency to smoke more heavily. 
Smoking further damaged their physical health.
This situation raises concerns about the implications to both 
mental and physical health. Depression was identified in nearly 
half of the elder villagers. Daily mental support should be given 
to the elderly to boost up their sense of security, belonging and 
well-being.
3 Somers'd is a coefficient of the Chi-square test and uses to measure the directional  
 relationship between variables. Positive score represents a direct-proportional  
 relation and vice versa. And it will be statistically significant as p<0.05.
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An elder in Gezhangla village
The findings of our study on the health of the village elderlies 
enable projections on the future health conditions of the village, 
which help to draw out relevant and health-specific preventions 
and education for the following generations. At the same time, 
they also identify necessary development of elder care services 
and long-term care strategies in response to the ageing issues 
in the village. 
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Part VI: 
Recommendations
The following recommendations for 
ameliorating the health conditions of the 
villagers are based on the findings from 
the healthy study of the villagers, and are 
focused on implementation for Gezhangla 
in particular though they may also be 
applicable to villages with a similar profile.
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Health Education and Preventive Healthcare Promotion 
Essential outputs of PHC are reducing the probability of disease 
outbreak, arousing villagers’ health awareness and developing a 
healthy lifestyle.
Sufficient and continuous education on avoidance of risky 1. 
behaviours (e.g. smoking, alcohol abuse and poor personal 
hygiene) should be provided.  This may be achieved through 
the provision of comprehensive promotion kits to the 
villagers, targeting as young as primary education level 
residents.
Occupational safety/precautions for the villagers (for both 2. 
housework and agriculture) should be promoted to minimise 
the incidence of bodily pains caused by long hours of 
manual work.
Selected villagers shall be appointed and trained as ‘Health 3. 
Ambassadors’, whose duties would be conveying health 
information and knowledge to other village members.
Specific disease prevention guidance should be provided to 4. 
the villagers (e.g. Tuberculosis, HIV/AIDS, Avian and Human 
Swine Influenza), to minimise the potential epidemics.
Health System Enhancement 
The medical care centre in the village should be reformed to 
become a personal-oriented primary healthcare centre, at 
which patients could obtain primary diagnosis and treatment 
for non-specific diseases.  
Medical practitioners should be equipped with sufficient 1. 
expertise to provide primary healthcare services, giving 
proper guidance and medication for the patients including 
further referral to specialised care outside the village when 
necessary.
Accurate and comprehensive health records of the villagers 2. 
including their anamneses and NCMS’s reimbursement 
histories should be maintained to facilitate individual case 
and system reviews.
All villagers should be provided with information on the 3. 
availability of health services (e.g. services in supply and 
details of NCMS).
Women’s Participation in Health Action
Steps should be taken to educate against and eradicate gender 
inequality and discrimination against women as this is directly 
impacting the health of women villagers.  
Women "Health Ambassadors" should be appointed and 1. 
trained to promote  gynaecological healthcare in the village.
A process should be implemented to collect health-related 2. 
feedback from female villagers, and women members should 
be included in the village's decision-making process.
Elders’ Health Improvement
With an increasing number of rural elders, elderlies care services 
and related long-term care should be prepared to address 
anticipated growing demand.
Elderly care-giving training should be provided to young 1. 
adults/caregivers, to equip them with appropriate skills and 
techniques as well as cultivate the right attitude to look after 
the elderly.
Attention should be given to providing community 2. 
interpersonal and social activities for the village elderlies.
A community support network for the elderly in need should 3. 
be established to provide adequate care to the elderlies and 
support for their family health care.
Economic Sustainability
Currently, cropping tobacco and tobacco manufacture are 
still the major income sources for most of the villagers, as 
mentioned, posing serious health risks.  Alternatives should 
be researched for their viability and piloted with a view to 
minimising and preferably replacing this harmful industry.
 The traditional arts and crafts of the Yi ethnic minority are 1. 
distinctive and have the potential to be developed into 
commodities, which could provide alternative industries and 
income sources as well as raise awareness of and perpetuate 
this Chinese culture.
Education support should be established for the young 2. 
villagers (children, adolescents or even younger adults) 
to equip them with the awareness, knowledge and skills 
to sustain their village development, and this support 
should include, upon their completion of their education, 
encouragement to dedicate some time, knowledge and 
resources to sustain their village development. 
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Part VII:
Conclusion
The completion of this health profile is 
not the end of the programme.  Health 
problems and awareness amongst the 
villages have been established and the 
data collected provides a foundation for 
the design of a comprehensive healthcare 
system to the village.
Surrounding of the village
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